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To address this question we analyzed data for 
84 consecutive patients with 86 lesions undergo- 
ing intravascular ultrasound guided stent implan- 
tation. Noncompliant or semicompliant balloons 
were used with an initial inflation pressure < 15 
atmospheres (mean 12 ± 2 atmospheres) and final 
inflation pressure of > 15 atmospheres (mean 18 ± 
1 atmospheres) without changing the balloon 
size. Mean balloon size was 3.5 ± 0.4 mm and B/ V 
1.13 ± 0.16. The tightest stent lumen cross section- 
al area increased from (6.06 ± 1.66 mm 2 ) at first 
inflation to (7.58 ± 2.06 mm 2 ) at final inflation (p < 
0.0001). The final cross sectional area achieved 
was larger than the distal reference lumen cross 
sectional area 7.06 ± 2.89 mm 2 (Figure 1). No ves- 
sel perforation occurred in this cohort of patients. 
This retrospective analysis illustrates that a mean 
inflation pressure of 18 atmospheres and a mean 
B/V ratio 1 : 1 could be a safe and effective strate- 
gy to optimize stent expansion. 

Does Post Procedure Antiplatelet Regimen 
Make a Difference? Although optimal stent 
expansion remains the single most important fac- 
tor in reducing stent thrombosis, the appropriate 
post stent pharmacological regimen is still the 
subject of ongoing investigation and controversy. 
The issue is whether treatment with ticlopidine 
with adjunctive aspirin provides additive benefit 
over aspirin therapy alone after optimal stent 
expansion. There is an abundance of clinical evi- 
dence that supports the efficacy of ticlopidine 
based antiplatelet regimen after stent implanta- 
tion. 12 - 14 However, there is minimal comparative 
clinical data to support the increased efficacy of 
this regimen compared to aspirin in an era of opti- 
mal stent implantation. We recently published a 
prospective randomized trial 23 involving 226 
patients undergoing intravascular ultrasound 
guided coronary stenting. One hundred and three 
patients were randomized to aspirin alone and 123 
patients to a combination of aspirin and ticlopi- 
dine. At 1 month the rate of stent thrombosis was 
2.9% in the aspirin only group and 0.8% in the 
ticlopidine-aspirin group (p = 0.2). Cumulative 
major clinical events after successful stenting 
occurred in 3.9% of patients in the aspirin group 
and in 0.8% in the combined ticlopidine-aspirin 
group (p = 0.1). There were no medication side 
effects in the aspirin group; in the combined 
group, medication side effects occurred in 3 
patients (p = 0.2) 

The STARS (Stent Anticoagulation Regimen 
Study) trial 2 -* will provide further information on 



this issue. This randomized trial with over 1600 
patients will evaluate the comparative benefit of 
three post stent drug regimens: aspirin and low 
dose warfarin; aspirin and ticlopidine; aspirin 
alone. 

CONCLUSIONS 

After nearly a decade of clinical investigation 
and use, the community of interventional cardiol- 
ogists has come to agreement on the issue of stent 
thrombosis. It is recognized that stent thrombosis 
is, in large part, an event triggered by stent 
underexpansion and/or inflow and outflow 
obstruction. Therefore, it is of crucial importance 
to follow a good technique and to thrive to 
achieve the best results possible. However, we do 
recognize that controversy continues as to which 
is the best and most cost-effective technique to 
document achievement of optimal stent implanta- 
tion. This issue awaits the results of ongoing 
prospective randomized clinical trials. 
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To address this question we analyzed data for 
84 consecutive patients with 86 lesions undergo- 
ing intravascular ultrasound guided stent implan- 
tation. Noncompliant or semicompliant balloons 
were used with an initial inflation pressure < 15 
atmospheres (mean 12 ± 2 atmospheres) and final 
inflation pressure of > 15 atmospheres (mean 18 ± 
1 atmospheres) without changing the balloon 
size. Mean balloon size was 3.5 ± 0.4 mm and B/ V 
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al area increased from (6.06 ± 1.66 mm 2 ) at first 
inflation to (7.58 ± 2.06 mm 2 ) at final inflation (p < 
0.0001). The final cross sectional area achieved 
was larger than the distal reference lumen cross 
sectional area 7.06 ± 2.89 mm 2 (Figure 1). No ves- 
sel perforation occurred in this cohort of patients. 
This retrospective analysis illustrates that a mean 
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B/V ratio 1 : 1 could be a safe and effective strate- 
gy to optimize stent expansion. 
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expansion remains the single most important fac- 
tor in reducing stent thrombosis, the appropriate 
post stent pharmacological regimen is still the 
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The issue is whether treatment with ticlopidine 
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based antiplatelet regimen after stent implanta- 
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2.9% in the aspirin only group and 0.8% in the 
ticlopidine-aspirin group (p = 0.2). Cumulative 
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this issue. This randomized trial with over 1600 
patients will evaluate the comparative benefit of 
three post stent drug regimens: aspirin and low 
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CONCLUSIONS 

After nearly a decade of clinical investigation 
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ogists has come to. agreement on the issue of stent 
thrombosis. It is recognized that stent thrombosis 
is, in large part, an event triggered by stent 
underexpansion and/or inflow and outflow 
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to follow a good technique and to thrive to 
achieve the best results possible. However, we do 
recognize that controversy continues as to which 
is the best and most cost-effective technique to 
document achievement of optimal stent implanta- 
tion. This issue awaits the results of ongoing 
prospective randomized clinical trials. 
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dine. At 1 month the rate of stent thrombosis was 
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group (p = 0.1). There were no medication side 
effects in the aspirin group; in the combined 
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this issue. This randomized trial with over 1600 
patients will evaluate the comparative benefit of 
three post stent drug regimens: aspirin and low 
dose warfarin; aspirin and ticlopidine; aspirin 
alone. 

CONCLUSIONS 

After nearly a decade of clinical investigation 
and use, the community of interventional cardiol- 
ogists has come to. agreement on the issue of stent 
thrombosis. It is recognized that stent thrombosis 
is, in large part, an event triggered by stent 
underexpansion and/or inflow and outflow 
obstruction. Therefore, it is of crucial importance 
to follow a good technique and to thrive to 
achieve the best results possible. However, we do 
recognize that controversy continues as to which 
is the best and most cost-effective technique to 
document achievement of optimal stent implanta- 
tion. This issue awaits the results of ongoing 
prospective randomized clinical trials. 
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